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DECLARATION by APPUCANT: i4liq6 !m sicsn cx:

1) I hefeby con irm hat all details in this Form are True to the best ol my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rejsciior/cancelhtion.
2) I solomoD ;ntkm that assistanc€. if roceiv€d lrom Koshika Foundation, will b€ usod only Ior the 'prrrposel, as stated in this Fom. for which such assislanco

was requ€sted by me.
3) I her;by confim hat I hav6 not & will not in future, avail of rsimbuGgment, in pan or in full, from any othor source/employe./insurdnce company' of Ule amou

for rvhich this assistance is requested.
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1) By afflxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorjse Koshika Foundation and il's Trustees to

use/publish/put-up,treproduce my name. addrass, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medlum, inciuding but not limited to verbal, print, electronic, fo. soliciting donadons for Koshika Foundation and/ol dissgminating lnlo.mation about it'6

activities/achlevehents. Such use ol my photo & delails can be made by Koshika Foundation before or after my treatrnent or fulfilment or lhe 'purpose'

for which assistance is boing requestsd.
2) I (Applicant) funher agree that any such use of my name, address, photo & details olthe'purpose', lor whlch such assistance is requ$ted/9ranted.

wllt noi automatically entitle me for receiving or continuiog the said assistance. The decision lor granting 8nd/or continuing the assistanca will rest solely

with lhe Trustees of Koshika Foundation, and their decision is this r€gard will be llnal and acceptable to me.
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By affixing hereundo., signature ofou. Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we

(Hospilal) hereby afiirm & accepl following:
ittf'It *! nuitfr,i, 

"r" 
presently nor will in-futurc avail oI financial assistance lrom anothsr NGO or any other source. for the same pationucase, as we are

#questing to get from'foshik; Foundation. to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistanc€ is not granled

U-y-ioifrif'" io"unaation, in part or in full, then the Hospital resorves it's right to m;ke up the shortfall ftom anoth€r NGO or any other source. This

"6nnr.ation 
essentiaffi states that ih6 Hospital will n;l avail any duplicaas asslstarce ror fte samo patienucas€ lrom any olher NGO or any oth$ source

ijTne assistance from Koshika Foundatio; is only financial in nature. The choice of the tteatrnent/procldllre advised/conducted by the Hospital on the

oatient. is based on the ar.angemsnt b€twesn the patient & the Hospital, and is in no way inlluenced by Korhika Foundation. Honcs, th6 Hospitalwiil

5i"rri ior" a *.pf"ie resfrnsibitity of the treatrnent & it's outcome & satoty ot th6 patiEnt, 8nd Koshika Foundation will hevo no role or responsibility

in the matter.
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